neoadjuvant chemotherapy (NAC) for muscle-invasive bladder cancer (MIBC) and the impact of these delays on survival.
INTRODUCTION AND OBJECTIVES: Surgical approach in radical cystectomy includes open radical cystectomy (ORC) and robotic-assisted radical cystectomy (RARC) with either intracorporeal urinary diversion (ICUD) or extracorporeal urinary diversion (ECUD). Multi-institutional studies have compared ORC to RARC or ICUD to ECUD, but comparison of all three surgical options have not been published from a single institution. The objective is to compare intraoperative outcomes, perioperative outcomes, and complication rates between open, intracorporeal, and extracorporeal diversions at a single high-volume tertiary care center.
METHODS: A retrospective review was conducted of 641 patients who underwent radical cystectomy with urinary diversion at a single high-volume hospital between 2011-2018. Intraoperative outcomes, perioperative outcomes, and 90-day major complications (Clavien-Dindo classification III-V) were compared between ORC, ICUD and ECUD. Statistical analyses were performed using Pearson's chi squared test for categorical variables and one-way ANOVA or Kruskal-Wallis for continuous variables with significance defined as p<0.05.
RESULTS: 641 patients underwent radical cystectomy with urinary diversion: 231 ORC, 185 ICUD, and 225 ECUD. Estimated mean operative time was highest for ECUD (437.4 min) compared to ICUD (409.7 min) and ORC (334.8 min), p<0.0001. Median estimated blood loss (EBL) was significantly lower for ICUD (300cc) compared to ECUD (400cc) and ORC (750cc), p <0.0001. Comparing postoperative outcomes, patients undergoing ICUD had shorter hospitalization compared to ICUD and open cystectomy (7.9 v 9.5 v. 10.5 days), p<0.0001. Although there was no significant difference in rate of ileus by surgical approach, ICUD was significantly associated with lower TPN requirement rates (7.6%) compared to ECUD (12.0%) and ORC (19.5%), p[0.001. Comparing complication rates, ICUD was significantly associated with lower 90-day major complication rate compared to ECUD and ORC (14.6% v 26.2% v 27.3%, p[0.04). There was no significant difference in 90-day readmission between the three approaches.
CONCLUSIONS: In our large single-institution experience, robotic intracorporeal urinary diversion demonstrated benefits of lower EBL, shorter hospital stay, lower TPN requirements, and lower major complication rates compared to both robotic extracorporeal diversion and open radical cystectomy.
Source of Funding: None

PD57-09 WHICH FRAILTY ASSESSMENTS ARE MOST PREDICTIVE OF COMPLICATIONS AFTER RADICAL CYSTECTOMY?
INTRODUCTION AND OBJECTIVES: Frailty has been associated with worse postoperative outcomes after radical cystectomy (RC) in studies using a prospective frailty assessment or a frailty index. Herein we aimed to determine which method is most predictive of complications after RC.
METHODS: Patients >65 years undergoing open or robotic RC were prospectively assessed at a tertiary-care referral center using Fried Frailty Criteria (FFC): grip strength, gait speed, physical activity, feelings of exhaustion, and shrinking (>10 pounds of weight loss in past year). Patients were scored using the 11-item modified frailty index (mFI), 15-item urologic oncology modified frailty index 1 (oncFI), and 5-item simplified frailty index (sFI).
2 Thirty-day complications were recorded per the Clavien-Dindo classification system (overall and >Grade IIIa). Univariate and multivariable logistic regression analyses were performed.
RESULTS: 123 patients were assessed preoperatively, with 109 patients receiving full FFC assessment. 59 patients (48%) had >1 30-day complication with 16 patients (13%) having a high-grade complication. On univariate analysis, oncFI (p[0.04) and shrinking (p[0.005) were predictive of overall complications, while FFC (p[0.02) and sFI (p[0.02) were predictive of high-grade complications. On multivariable logistic regression, shrinking (OR 3.79, and oncFI >3 (OR 3.26, 95% CI 1.50-7.33, c-index 0.69) were predictive of overall complications, after adjusting for patient age, pathologic stage, and type of urinary diversion. For high-grade complications, being intermediately frail or frail on FFC (OR 4.87, 95% CI 1.39-22.77, c-index 0.68) and sFI >3 (OR 68.00, 95% CI 3.83-1,000, c-index 0.68) were predictive of highgrade complications.
CONCLUSIONS: In this study shrinking was as predictive as oncFI of increased risk for any complication after RC. FFC was the best predictor for high-grade complications, although this analysis is limited by few high-grade events. mFI may not be predictive of complications after RC, contradicting prior registry studies. Further prospective studies are warranted on larger institutional cohorts.
